Our experience of vascular malformations masquerading as gastric stromal tumours  by Edwards, Max R. et al.
lable at ScienceDirect
International Journal of Surgery 6 (2008) 456–458Contents lists avaiInternational Journal of Surgery
journal homepage: www.thei js .comLetter to the EditorOur experience of vascular malformations masquerading as gastric stromal
tumoursDear Editor,
Endoscopy of the upper gastrointestinal (GI) tract undoubtedly
represents the ﬁrst-choice investigation for patients presenting
with symptoms of reﬂux disease and haematemesis.1 It allows
formulation of a diagnosis and therapeutic procedures to be per-
formed. The endoscopists initial diagnosis is correct in 87% when
scoping acute upper-GI bleeds.2 We present two interesting cases,
the ﬁrst is a rare case of a gastric artery pseudoaneurysm present-
ing with an acute upper-GI bleed, which had endoscopic and radio-
logical features of a gastric leiomyoma. The second case is of
a patient presenting with symptoms of reﬂux disease, with endo-
scopic features of a gastric stromal tumour, subsequent computer-
ised tomography showed a splenic artery aneurysm compressing
the gastric wall.Fig. 1. Case one – endoscopic photographs showing the gastric lesion close to the
cardia on the lesser curve. This was reported as a leiomyoma.1. Case one
A 45-year-old unemployed lady presented to the emergency
department after vomiting 1500 mls of bright red fresh blood.
She had no previous episodes, described no preceding malena,
and had no abdominal pain. She was not taking any non-steroidal
anti-inﬂammatory drugs, and consumed three to ﬁve cans of
super-strength lager a day. On presentation shewas haemodynami-
cally stable and required little in the way of resuscitation. At endos-
copy a sizeable submucosal bulging lesion was seen on the lesser
curve close to the cardia, this was interpreted as a leiomyoma
(Fig. 1). No active bleeding was observed, although there was
evidence of recent bleeding. A biopsy was attempted, and when
examined histologically was normal gastric mucosa. An abdominal
computer assisted tomogram (CT) was arranged (Fig. 2). The scan
was reported as a gastric stromal tumour, probably benign in
nature. A surgical wedge resection was arranged. An upper midline
laparotomy was performed. The lesion was ﬁxed to the posterior
abdominal wall, involving the origin of the left gastric artery.
A wedge resection was performed during which the lesion was
opened and found to contain only blood clot, with endovascular
type epithelium surrounded by considerable inﬂammatory reac-
tion. This represented a gastric artery pseudoaneurysm. Histology
conﬁrmed normal gastric mucosa, with marked inﬂammatory
change without evidence of leiomyoma. The defect was closed in
layers. There were no intra- or post-operative complications and
the patient was discharged home on day seven.1743-9191/$ – see front matter  2008 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.
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Fig. 3. Case two – endoscopic photographs showing 15 mm ‘‘leiomyomatous polyp’’.
Fig. 2. Case one – computerised tomogram showing the 4.3 cm mass on the lesser
curve of the stomach, reported as a gastric stromal tumour.
Fig. 4. Case two – computerised tomogram – 4 cm splenic artery aneurysm.
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A sixty-four-year-old gentleman was referred to the gastroen-
terologists with a four-month history of heartburn, which was
worse at night and relieved by Gaviscon (GlaxsoSmithkline, UK).
He had no signiﬁcant past medical history, was not a smoker, and
not taking any medication. A presumptive diagnosis of reﬂux
disease was made and an upper gastrointestinal endoscopy
arranged. At endoscopy a small hiatus hernia was reported as
well as a 15 mm polypoid leiomyomatous lesion on the posterior
gastric wall. (Fig. 3). A CT scan revealed that the lesion was caused
by a 4 cm splenic artery aneurysm compressing the gastric wall
(Fig. 4). The patient was seen in the upper gastrointestinal surgical
clinic, but refused any further intervention despite serious reserva-
tions of the surgeon.
Gastric leiomyomas account for fewer than 2% of surgical resec-
tions performed for gastric neoplasms.3 The endoscopic features of
gastric leiomyoma are characteristic; a smooth, well demarcated
lesion protruding into the stomach, with a sharply deﬁned acute
angle with the normal gastric mucosa. If the leiomyoma exceeds
3–4 cms, necrosis of the overlying mucosa may occur, causing
chronic blood loss or massive haemorrhage.3–5
The term gastric stromal tumours encompasses benign andmalig-
nant neoplasms arising from the smoothmuscle layers of the gastric
wall, including leiomyomas, leiomyosarcomas and leiomyoblastoma.
The differential of the described endoscopic features also includes
intramural gastric abscess,6 and structures causing extraluminal
compression. Rosche et al.7 suggested that normal vascular
structures should be included in the differential of submucosal
impressions in the posterior wall of the gastric fundus. Kazsuba
et al.8 reported a single case of kinked splenic artery mimicking a
leiomyoma. However, these ﬁndings are exceedingly rare.
We have reported two unusual cases of vascular abnormalities
presenting with the endoscopic and appearance of a leiomyoma.
In the ﬁrst case the radiological ﬁndings also suggested a gastric
stromal tumour, and surgery was undertaken. The exact aetiology
of this abnormality in the ﬁrst reported case is not clear, although
the authors hypothesise that a small ulcer may have eroded
through the gastric wall causing the subsequent vascular changes.
EUS could have revealed the necessary diagnostic information if
we had considered the possibility of a vascular abnormality prior
to surgery.
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when evaluating gastric leiomyomas. In their series they were able
to detect large vascular structures that were mistakenly diagnosed
as gastric leiomyomas. In the two cases presented, the diagnosis of
vascular malformation that created a submucosal mass in the
stomach might have been made if endoscopic ultrasound had
been used as part of the pre-operative workup.
We suggest that extrinsic lesions of vascular origin need to be
included in the differential of gastric submucosal tumours. Endos-
copy cannot differentiate between true submucosal lesions and
external compression, thus EUS should be considered as an investi-
gative modality for gastric submucosal lesions.
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